It seems that everything that can be said has already been said concerning this very interesting subject, so that there is very little for me to add. Certainly, from what we have seen demonstrated by excellent specimens and skiagrams, there is no room for doubt that diverticulitis is a very real disease and should engage the attention of every abdominal surgeon. Whether it is a comparatively new form of disease due to modern modes of life, or one which has existed, though undetected, throughout the ages is not easy to determine; but, at any rate, its aetiology should not be obscure, and here there seems to be a fertile field for investigation. Dr. Maxwell Telling has told us that, in many cases, there is often an antecedent history extending over many years; so that it may be possible, by careful inquiry, to associate with its onset certain conditions or habits which might prove to be definite causative factors. I am inclined, with Professor Rutherford Morison, to put the idea of congenital origin out of court. The fact that these diverticula often exist in considerable numbers, as shown in the skiagraphs, supports this view. Much more likely a cause is increased intracolonic pressure, the diverticula being hernial extrusions of the mucosa through the muscular coats of the bowel at the weak points created by the passage of blood-vessels, the disposition of which has been so ably demonstrated by Mr. Drummond. If, then, this be the correct interpretation of the atiology, and it seems feasible enough, it follows that any circumstance which tends to increase intracolonic pressure is a possible factor in the causation of diverticulitis. It has been suggested that flatulent distension of the colon may be the determining factor; but I doubt it, because gas-pressuire is so evenly distributed. It appears to me that, in everyday life, intracolonic pressure, especially in the pelvic colon, may be increased in three ways at least:-Firstly, by forcibly resisting the desire to evacuate the bowels. In these days of rush, when men and women have to catch trains in order to get to business, it often happens that late rising leaves only sufficient time for a hurried breakfast, and, in consequence, forcible contraction of the external sphincter muscle has to be relied upon to avert calamity during the train journey. During this period intracolonic pressure must be enormously increased. Secondly, intracolonic pressure is greatly increased by straining at stool. Forcible straining occurs Section of Surgery: Sub-section of Proctology 85 when a formed motion is passed through a narrowed anal orifice. Apart from stricture of the rectum, &hich of course would have that effect, there is a very common condition of the anal canal which limits the normal degree of expansibility of the external sphincter muscle and necessitates straining during defecation. I allude to a deposit of fibrous tissue in the submucosa of the pecten which I have described under the name of the pecten band in an article entitled " Observations upon Internal Piles." 1 In that article I pointed out that the two chief indications of the presence of the pecten band were (1) difficulty in emptying the rectum during def.%cation, and (2) diminished size in the calibre of the faeces passed. I also pointed out that both of these symptoms disappeared after the pecten band had been divided. The presence, therefore, of a well developed pecten band, by causing straining at stool, would undoubtedly be a factor in the production of increased intracolonic pressure.
Lastly, in the constipated, there is a great tendency to the habitual use of copious enemata in order to procure an action of the bowels. An enema consisting of two or three pints of fluid is often resorted to, and there can be no question that under such circumstances intracolonic pressure is greatly increased.
It would, therefore, be highly interesting if the previous histories of cases of diverticulitis were to reveal that either of these causes were operative, as then prophylaxis would be easy. When the disease has become established surgical intervention is inevitable and risks must be taken; but, if definite causes can be recognized, prophylactic measures can be adopted on the principle that prevention is better than cure.
Dr. ALFRED C. JORDAN. This most interesting and valuable discussion has thrown much light on the nature of the changes which occur in the large intestine in diverticulitis. There has been remarkable agreement in the views of speakers as to the pathology of the disease, the only important point of difference being as to whether the disease is congenital or acquired. In my small share in the discussion I shall endeavour to show how far the X-ray investigation of these cases helps in determining the atiology and the pathology of diverticulitis.
All the patients in my series conform to the rule that typical I Surg., Gyncecol. and Obstet., November, 1919. 
